Where Are We Now?
Despite the advantages for cementless tantalum fixation shown in the study by Fernandez-Fairen and colleagues, current evidence supports cemented fixation for TKA. The most valid evidence for the best mode of fixation can be collected in large multicenter or register studies that include all patients, or at least consecutive patients. Rand et al. [7] performed a survivorship analysis of more than 11,000 TKAs at 10 years. Results of the study showed a 92% survival rate with cemented implant fixation versus 61% with cementless implant fixation (p \ 0.001). Gioe et al. [5] evaluated more than 5,700 TKAs for different modes of fixation and found that cementless fixation had the lowest survival rate compared to cemented fixation. In fact, to my knowledge, no multicenter or register studies in the literature favor cementless fixation when compared with cemented fixation. A recent meta-analysis of current randomized controlled trials and observational studies [4] tended to substantiate the findings in those larger registry studies, and found improved survival for cemented compared to cementless TKA.
The validity of current randomized controlled trials comparing cementless versus cemented fixation in TKA is limited by exclusion of a relevant number of TKA patients for reasons related to complexity (such as knee deformity, comorbidities, age, etiology of osteoarthritis, previous surgical procedures at the knee), limited numbers of experienced surgeons performing all surgical procedures (many are single surgeon series), limited patient numbers, and limited followup [4] . These limitations are well presented in the current study.
As is so often the case with medical research, as a study increases its internal validity (through tighter inclusion criteria, for example) its external validity (generalizability in practice, or our ability to apply the results of a tightly controlled trial to the diverse patients whom we treat during a typical office day) goes down. We need to take this into account whenever we read smaller randomized trials, especially single-surgeon trials.
Finally, cementless implants are usually more expensive than cemented implants [4] . Cost effectiveness studies showing economic, and clinical ''noninferiority'' of new expensive implants will have a critical role in reporting the best mode of fixation in TKA. Cemented fixation remains the gold standard given the current lack of clinical and economic justification to use cementless fixation (including tantalum fixation) in TKAs. 
Where Do We Need to Go?
The article by Fernandez-Fairen and colleagues contributes to the current knowledge that tantalum cementless fixed TKA can have better clinical outcomes at midterm compared to cemented fixation in TKA in a selected group of patients with osteoarthritis of the knee. However, the study found no significant difference in implant fixation comparing cemented and cementless TKA. This is unusual; more commonly, the opposite is the case, and differences in outcomes scores are quite unusual in this setting, especially when there are no differences in the frequency of fixation failures. Primary variables, like subjective outcomes (pain) and patients' abilities (function), more typically follow surrogate (secondary) variables, such as implant loosening. The higher outcome score of cementless fixed TKA in this study cannot be explained by more successful implant fixation, and I have trouble explaining it at all.
On the other hand, Fehring et al. [3] performed a failure analysis of 440 consecutive failed primary TKAs within the first 5 years after implantation and found that loosening of cementless implants was the third frequent reason for revision after infection and instability, respectively. Additionally, large surveys on patient satisfaction after primary TKA found up to 20% of patients unsatisfied with pain and reduced function despite solid fixed implants [1, 2] . Given these results, the current problem of TKA may not be questioning TKA fixation, but questioning how we can reduce our rate of dissatisfaction to the rate of implant loosening after TKA?
How Do We Get There?
Without constant innovation and change there cannot be progress, and the surge for a biologic mode of natural implant fixation in TKA should continue. However, the results of the current study should be interpreted with caution in order to reduce industry and media-informed, patient-driven forces from changing the current state-ofthe-art in TKA fixation.
Currently, fixation is not the chief problem of TKA. More research should be directed toward reducing rates of infection, developing ligament stability, and improving patient dissatisfaction after primary TKA despite solidly fixed and straight aligned implants. Maybe the latter problems are reduced by placing the TKA in the individual kinematic axes of function, which set the ligaments under natural individual tension, leading to less ligament instability and less unknown pain and dysfunction. This approach could potentially reduce the surgical reasons for patient dissatisfaction after primary TKA [6] .
